disease brain pathology (1, 2) . This calls for neurologists to actively ask and monitor subjective cognitive complaints in all older adults. Galioto et al. compared the neuropsychologic performance of older adults with epilepsy (OAE) and older adults with mild cognitive impairment (MCI) and found that the two groups have similar cognitive deficits, except for worse delayed memory and less awareness of cognitive deficits in the group with MCI (3). Patients with epilepsy frequently report subjective cognitive complaints even when seizures are controlled, and these complaints best correlate with the use of polypharmacy and the patient's psychologic profile (4) .
In patients with temporal lobe epilepsy, in whom we strongly rely on neuropsychologic data of cognitive functions to make surgical decisions, only the subjective reports related to language functions are of lateralizing value when compared with objective cognitive performance; all other neuropsychologic domains evaluated do not correlate with cognitive complaints reported by patients. In contrast, the measures related to psychologic and emotional functioning are predictive of cognitive symptom reports (5) across all tested domains. A similar trend is observed when self-reported and informantreported cognitive concerns are compared with objective cognitive deficits; repeatedly, the presence of psychiatric or psychologic factors such as depression, anxiety (6, 7), or psychologic stress (8) Memory complaints are common among older adults with epilepsy (OAE), though discrepancy between subjective complaints and objective performance often exists. This study examined how accurately OAE and their informants reported on the participant's cognitive difficulties by comparing ratings of everyday cognition to objective performance. Thirty-seven OAE and 27 older adult controls completed a brief battery of neuropsychological tests, the Beck Depression Inventory, and the Cognitive Difficulties Scale (CDS). Each participant had an informant who completed the CDS. Older adults with epilepsy performed worse than controls on cognitive testing and reported more subjective cognitive complaints. Neither participant-nor informant-reported cognitive complaints were related to performance on any of the neuropsychological tests for either the group with epilepsy or control group, but both were related to greater depressive symptoms. Results suggest that subjective report of cognitive problems by both OAE and their informants may not reliably reflect the extent to which these problems exist.
Do We Know What We Think We Know? Reconciling Subjective Complaints and Objective Cognitive Testing in Older Adults With Epilepsy
as well as a battery of neuropsychologic tests and the Beck Depression Inventory (BDI-II) with the ones of a healthy control group with similar demographics. OAE performed worse than controls in objective cognitive testing, and they also reported more subjective deficits; however, the personal and informant reports did not correlate with any of the objective cognitive tests. Subjective and informant cognitive reports best correlated with the severity of depressive symptoms on the BDI-II, highlighting the relation between perceived cognitive difficulties and depression in OAE.
In this context, it is useful to remember that depression (prevalence rate, 20-60%) and anxiety (prevalence rate, 15-20%) are relatively frequent in patients with epilepsy (9) . Both conditions are often under recognized and undertreated, and they both severely affect the quality of life of our patients. These psychiatric conditions are also seen more frequently in older adults. Five percent of adults over 65 meet criteria for major depression, while 8 to 16% have clinically significant symptoms of depression. These numbers are higher (12-30%) for institutionalized patients and are up to 50% in nursing home patients suffering chronic disease (10, 11) . Depression in the elderly does not present with the typical symptoms described for younger adults or children. Older patients are unlikely to report depressed mood or sadness. Depression in the elderly is more likely to present as anhedonia, sleep disturbances, behavioral changes (anger or irritability), eating disorders, somatic complaints, and very frequently as cognitive complaints (12) . Physicians and family members are less likely to recognize these symptoms as symptoms of depression.
The care of older adults with depression is further complicated by the presence of multiple comorbidities, polypharmacy, and medication side effects, along with greater reluctance by the patients to discuss the symptoms or accept the diagnosis of depression.
The questions at hand are: What are our OAE and their caregivers trying to tell us when they report cognitive complaints? What can we do to better address their concerns?
Cognitive complaints are frequent in older adults with or without epilepsy as well as in young adults with epilepsy. As stated above, subjective cognitive complaints may be an early warning for further cognitive impairment. These complaints have to be taken seriously and investigated appropriately, including ordering formal neuropsychologic testing when appropriate.
Objective neuropsychologic deficits in OAE may be related to high levels of an anti-epileptic drug, polypharmacy, or both. Accordingly, the simplification of the pharmacologic regimen and the use of the lowest effective doses should be attempted.
Anhedonia and cognitive decline are frequent symptoms of depression in the elderly. Subjective cognitive complaints have been associated with depression in elderly populations with and without epilepsy. Proactive screening of depression should be conducted in all patients with subjective cognitive complaints because it is a treatable condition frequently seen in OAE. Its successful treatment has been shown to improve the related cognitive complaints and the overall quality of life of these patients.
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